
 
       Claim For Reimbursement     Return To: 
       Summer Food Service Program 
                    Form SFSP (10/04)      California Department of Education 
          Child Nutrition Fiscal Services 

                       1430 N Street, Suite 2213    
                       Sacramento, Ca  95814 
 

FOOD SERVICE TO CHILDREN  (See claim instructions for d ails.) et
(Report only meals meeting the requirements in the agreement.) 

PROGRAM COST DURING CLAIM PERIOD 
(Include all costs incurred whether or not payment was actually made) 

 First Meals Second Meals Total Meals 
15.  Food Costs .00 

10.  Breakfast Served    16.  Food Labor (see back) .00 
11.  Lunch Served    17.  Other .00 
12.  Suppers Served    18.  SUBTOTAL .00 
13.  Snacks Served    19.  Administrative Costs and Labor .00 

20. TOTAL PROGRAM COSTS .00 13.a CCNSP Snacks     
Served 

____________ 
Of the First Snacks 
reported on Line 13, 
how many were 
CCNSP?  

_____________ 
Of the Second 
Snacks reported on 
Line 13, how many 
were CCNSP?  

 

14.  FUNDS ACCRUED DURING THE MONTH  (See claim instructions for details) 
A. Operational Program Income (Adult Payment)  C.  Administrative Income (Donations & Grants) 

 B.  Operational Income (Donations & Grants)  D. Unspecified Income 

                            
FOR STATE USE ONLY 

 
 
 

 

1. Affix mailing label in space provided below.  If label is    
not available fill in all information in its entirety. 

            
           -  -                       - 
           
     
       Agreement Number                                  Vendor Number 

  
______________________________________________________________ 
  Name 

______________________________________________________________ 
  Address 

______________________________________________________________ 
  City                                                 State                 Zip 

6.  Period covered by this claim may include no more than 10 operating 
days of the month preceding the claim month or no more than 10 
operating days of the month following the month claimed. 

 
From:                                                     To: 
 
               Month   Day   Year                                 Month   Day   Year 

2.  Place "X" in the 
box if this is an 
adjusted claim 

3.  Month covered by this report 
 
MONTH                YEAR 

FOR STATE USE ONLY 
4.  Adjustment Number      5.  Reason Code 

7.  Number of approved 
sites operating this 
month 

 
 
 

___________ 

7a.  Of the approved sites 
reported in box # 7, 
how many were 
CCNSP sites? 

 
 

___________ 

8.  Total number of days 
this claim period food 
service was provided 

 
 
 

___________ 

9. Average Daily 
Participation of eligible 
children 

 
 

__________ 

I certify that to the best of my knowledge and belief this claim is true and correct in all respects, that records are available to support this claim, 
that it is in accordance with the terms of existing agreement(s), and that I have not received payment for this claim. I recognize that I will be fully 
responsible for any excess amounts that may result from erroneous or neglectful reporting herein. I also understand that this information is being 
given in connection with receipt of federal funds, and that deliberate misrepresentation may subject me to prosecution under applicable State and 
Federal criminal statutes. I further certify that all claims for reimbursement shall be submitted to the California Department of Education no later 
than the deadline of 50 days after the claim month (item 3). I understand that failure to submit claims within the said deadline may result in such 
claims not being paid. 
Print name of claim preparer Telephone number of claim preparer Date 

Signature of authorized official Print name of authorized official Title of authorized official 

DEPARTMENT OF EDUCATION USE ONLY: 
                      PROJECT#        PCA
 
Operations           060           13004-0   $_______________________ 
 
Recoup OP           060           13004-0   $_______________________ 
 
C/A Pay/Recoup   060          13004-1   $_______________________ 
 
Operations Net Payment        $_____________________ 

                          
                       PROJECT#        PCA
 
Administration        061         13006-0   $____________________ 
 
Recoup ADM           061         13006-0   $____________________ 
 
C/A Pay/Recoup      061        13006-1   $____________________ 
 
Administration Net Payment   $_________________ 

      

______________________________________________________________       ____________________________________                            $_________________________________________________ 
  APPROVAL                                                                                                                DATE                                                                                            PAYMENT 
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